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Wisclom in Cdlombia 
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^^^NE^of the surprising things about the family plan-' 
''^^ning movemeot was that it first appeared^ on thf 
sc^ne, at le^st in Latin America, already equipped With 
complete knowledge, already certain what» woiild" work- 
and what would not. It did not matter that the principles - 
of this established wisdom w€U^e un^tested and unproved " 
They were regarded as axiom^^c by Almost all ff\e family 
planning associatiorfe affiliated with th^ In|ernational . 
Planned Parenthood Federatio/r (IBPF), which first intro- 
dupd family planning to Latin Am\rrca in the 1960s.* This 
/^sfablis'hed wisdom was based on the following precepts: 
(1) Eamily planning is a very sensitive/and controver- 
sial activity It should carried out ?fuietly^s(^as to 
ayoid public controversy and to deny its opponents 
a focus for attack 
\1) Massive publicity should be avoided, especially the 
use of mas§ media. Besides, word o? mouth is the\ 
best mediurn, there is no substitute for .personal 
contact. * 
(3) Family^ planning services should be delivered under 
strict medicai supervi^n. Women ^c€epting the « 
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most advanced methods (pills, lUDs) 'should first 
'be given a thorough physical examination and 
should be called back for physical checkups at 
regular intervals thereafter— all to be given by a 
medical doctor. 
(4) It follows from , the last point that only a family 
planning medical clinic ,can provide family plan- 
ning services to people 'who cannot p>ay for private 
medicine— in other words^ to. those who'are most in 
need, , . 

Such convictions, so universally held, cannot simply Be 
derided. »\ox in certain situations and at certain times— 
notably when the movement was just beginning-^ they 
may ^ven have had a certain* validity. Consider the third 
point in particular: that family planning seA^ices should 
be provided only under strict medical supervisipn. The r 
inauguration 'of family planmng in Latin America hap- 
pened'to coincide with a numqer of worldwide attack* on- 
the Safety o/ the pill and the ILTD. It was undoubtWly 
necessary to demonstrate, thatT'the use of sue* advanced 
methods helped improve the health of potential mothers.' 
Even in retrospect \i is hard to see how such a demonstra-^ 
tion could have been made except under medical superr 
vision. However, once the demonstration was made, the 
principle of strict m^Btal control probably outlived .its 
usefulness. 

The Associatioif*for tjie ^Well-being of the Colombian 
family (Profamilra) was organized in 1965 when the'birth- 
rate cJT the country stoo<i at 44 per thousand. By 1976, 
the Co^mbian birthrate had declined to 31 per thousand, 
bringing the national growth rate down from over 3.4 
percent per year to between 2^ percent and 2.4 patent. 
Many reasons could be given for this remarkable drop in 
natality, incliJding changing attitudes and increasing ur- 
banization and education. There, was no outright opposi- 
tion fronrjhe government of Colombia, which, though 
spmetimes luj^ewacm. in its support^ of^f a ipily planning 
programs, did go so far as. to, organize some activities in 
official facilities. Some family planning adhviti^s have 
also been carried out by the Colombian Association of 
Medical School Faculties (ASCOI^AME). . . - 

Role of Profamilia 

At the Same time, it would be only fair to say that a- 
good part of the tredft slioufd be assigned to Profamilia, 
the only organization in the country to maintain a vigpr- 
ous and sustained family planning' campaign-»-one that 
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has achieved broad coverage of the Colombian popula- 
tion U is significant to note that Profamilia^s success 
possible only as a result of abandoning or shaxjply modi^, 

' fying the four "principles of established wisdom" once 
* so wklely used as infallible guides. 

The first principle on the need* to work quietly could 
probably never have been applied in Colombia, sometimes 
called "tht most Catholic of Catholic countries," because 
. the in^itutional opposition within the Church hierarchy 
was always very al^rt to anything it perceived as a viola- 
tion of 'pioctrine. Showing little apparent sympathy to 
those Catholic theologians who-assert the prior claims of 
inciividual conscience, the Colombian church repeatedly 
attacked Profamilia in both the Catholic and the 'public 
press Although these attacks remold any pos^ibiUty of 
" wojrking •quietly, " they had some beneficial effects frorr\ 
Profamilia's point of view They g^e widespread public- 
ity to the work of the Association, and they •mobiliied 

• Colombia's intellectual community on the side <Jf f'amily 
planning. • • 

Because it proved i{T\possible to abi^e by the first prin- 
ciple of established -wisdom/Profaixiilia then decided to 

. abandon the second principle— avoiding publicity Thus, 
Profamilia deliberately organized the first ,m^ss media 
campaign in South America to pro'mote family planning 
By 1968 an effort was under way to blanket the country 
with short messages ©n famijy planning, whi^h were 
broadcast ov^?r 40 radio/stations The -n^essages directed 
potential acceptors to attend the nearest family plar/nirfg 
chnic By then Profamilia had. organized clinics in all of 
Colombia's ipnportant cities Evaluations subsequently 
establisWd'that the radio campaign had a powerful ef\ct 
on clinic attendance . * 

Profamilia does not deny tUe value of word-of- mouth , 
contacts Rather, the f5ersonal approach is*see^> ^s a valu- 

'I able adjunct to mass media campaigns But it is too expen- 
sive to rely on word of mouth and personal caft*dcts only 
to the exclusion of other information techniques • 

^ F^ofamilia also helped pioneer' the postpartum ap- 
proach in*Latin American hospitals to r^ach women whp 
have just given birth Thanks to the Interest and cooper- 
ation shown in official circles,* the Association >vas able to, 
"ipstall a postpartum program in Bogota's largest Social 
Securi-ty ^hospital This program has attained acceptance 
rates of around 30 percent\)f all the women who enter 
this large facility as patients Yet the postpartum approach 
16 also a delivery system corifined \o strict medical'control 




Using fvJonmedical Channels 

By the end of the 1960s, it had become evident that the 
physical examinatign given jo potential acceptors of otals 
was not adequate in pWLctiii^ which women would ex- 
perience -side effects At tne^m'e time it had become clear 
that the practice of family planning, under whatever^ con- 
ditionSfled tp a remarka'ble improveiV\ent in maternal an'd^ 
'child h^lth. These findmgs opened th,e way to syster 



ERIC 



- 5 




began, in 1970'in the State of Risaralda where distributien 
post^- manned by Profamiha-trained personnel, were es- 
tablished throughout a rural area that wa§ considered very 
difficult for family planning programs to reach The re- 
sponse was overwhelming. It clearly showed iKfi when 
delivery systems are not confin^ to the classical qlinic, . 
many barriers to the use of family planning can be elimi- 
nated. Within ^hree years, half of the women at risk in the 
dis|rict served by the commiinity-base^ distribuHon pro- 
grant^ had become acceptors of contraception. Even more 
surprising were the continuation rates. According io a . 

• Population Coiirtcil evaluatidn, SO percent of /accept<5rs 
remained 2ts users after one year. j • 

Thesje results, were so heartening tfeat thQ community- ^ 
^ based distributian. program was extended to nine oth#r * 
states, tncludfrig., the mo^f populous, thanks largely to 
continued support from tF\e Coffee Growers Federation 
It was quickly seen that the ^me' system could be applied 
to the marginal, low-income districts of. the major (pities ^ 
Jn 197 A community-based distribution was brought to ar 

• poor neighborhood fn Bogota Again, acceptance and con- 
tinuation rates were excellent Community-based distribu- 
tioo has since been extended fo poor districts m 3ll of ^ 
Colombia's most important cities \ ^ * 

While.it has b'een shown jhat prior physical e>?amination - 
has little value in predicting complications; some accep- 
tors of orals ^still experience side ef/ects Thes^ women 
are referred to the nearest clinic*by local distributers, who 
xhave been ^trained to mtke such referrals Accordingly, 
the clinic has assumed a^new role^nol as the, center of the 
delivery system, but rather as an essential backup to fhe 
, far-Tlung commurtity-based 'distribution systeqis, Thus, 
► the new system Fias not impelled Profamilia to dismantle 
its clBiical network*, , which ip'lP/d consisted of 48 centers 
located throughout Colombia's major population centers. 
Jndeed; the combination of. clinics and commuriity-based 
diSitribution'^places perc^t bf the natipn's people with- 
easy reach of Pro^it^j^s facilities ^Th^se two' non- 
ns ardjjjj^f 
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,of' nonclinical contraceptive distribution where 
medical or conWiunity-^ased worjcers cj^stributed oral 
contVaceptiyes . , ' 

With financi<il*a^sistanc'e from the Colombian Federa- 
tion of Coffee Qrowers. who had determined to improve 
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healt};^ indices m tfie <^o^5^ee*growing araas of the coun 
Pro/^ilia became^ th|Jj|Jirst organization m Latin Ame 



to undertake nonclinical distribufiort programs The work 
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governmental systems 'ardptf fa^t, no\V serving 15 percent 
para- ' ^ of a|l the women at risk^ in 'the country. 

If clinics ar^ no longer at the' center of Profamilja's 
activities, that role might stiH be assigned to one clinic, 
the Centra Piloto- (pilot center] in Bogota, which also 
houses Profamilia's 'aclmifiistratiye headquarters Jhe 
Centra Piloto gerfqrms many functions, including a large 
a^nfK>unt pf training, but it remains primarily a center for 
•the delivery of family plannJngS^ervices in 1976, the 
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center handled a tot. 
continuing acc^tors 
single family plann; 
woW' 




,000 ,visits from new and 
oming possibly the busiest 
in the 'entire developing 



^ ^ Commercial Distribution ^ 

Based on the Centra Piloto, another novel program has 
been developed whvch involves the commercial distribu- 

• tion of contraceptives. *Commercial dist^ution is^ of 
/ course, another delivery system, that evades' strict medical 

control Under this program, Profamilia imports contra- 
ceptives, condones and pills and distributes thjem widely 
to pharmacies/and other retail ^outlets "at a price high 
enough to inake the /program self-sustaining and low 
enoifgh to keep the prices of all brands down to a reason- 
able level By this means, more than 800,'000 cycles of 
pills and 2,300,000 units of condoms were distributed in 
^ 1976. The system also^ inclfides some distribution of 

foams and jellies. 
Obviously, family planning "services with the wide 
% coverage Provided by Profamilia^ are an important drain 
on the Innited financial resources of the International 
^ Planned Parenthood Federation, which is, after all, a pri- 
vate organization supported by voluntary contributions. 
For this reason, Profamilia organized a vigorous caij^paign 
to raise funds locally— something that is not easy in a 
country. V)n the road to development. Nonetheless, jhe 
response has been gratifying, as exemplified by the con- 

• siderable supports given to the work of the association by 
ihe Federation of Coffee Growers. Many .donations are in 
a form other than cash, as for3example the free air time 
provided ■ by Colombia's three* largest radio networks 

' ' .Donations in kmd and in cash, supplemented Ry grants 
that the association has been able to obtain from other 
orga'nizations; have meant that for the .past few years 
' . IPPF ,has been called on to supply less than half of Prp- 
^ famiha's annual budget^ 't . * 

Pioneer Voluntary Sterilization Program 

ProC^milia is convinced that sterilization, freely chosen, 
^ is an essential adjunct. fcp corttraceptive programs. It repre- 

sents a choice that should be offered to couples who have 
, trtHh^ children they wish to have a^d vA\o prefof ^ surgi- 
' cal rrvethod, for example, to continued Jiill-taking for the 
rest of a, woman's fertile life Yet Profamilia was informed, 
on the basis of e^tebhshecK^isdom, that sterilization pro- 
grams ^vcpuld be impossible to esWiblish in a Ca'kholic 
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eitvironment; that the publicity; resulting from such pri> 
grams would be extremely karmful; artd that they could • 
^even result in the Association's being closed down. It was 
also said that the macho attitude a41egedly so prevalent ^n 
Latin American ra(en would prevent, them from seeking 
the comparatively simple procedure known ^.vasectomy. 
These statements, wete made with great con>^tion, de- 
.spite the fact that sterilization programs had never been • 
attempted in Latin America . , \ 

In 1973 Profamilia decided to test .the atmosphere sur- 
rounding sterilization, in a limited program set up in the 
Centra Piloto. The response* was overwhelming and, ih 
fact, requirec^^ doubling and then a redoubling of th^ 
facilities available in the Centro Piloto The program was 
soon extended to other cities, tapping what was' obviously 
an unfulfilled demand on the part of many Latin American 
wonven for this saf^ and simple procedure. The estab- 
lished" wisdom was shown to be, ip fact, a libel on the 
intelligence of people in Spanish America In 1976, 18,044 
women chose to be sterilized through 'the new Amplified 
procedures at present available in Profar^lia while 976 
men were vasectomized 

Family Planning Succeeds 

'Profamilia's experience depfionstrates that a vlgoraus 
family' planning prog^r^m can succeed in reducing exces- 
sive rates of population A)wth on a national scale. It is 
{?rob^bly true that a multif^ier eff^t has been at" work to- 
redijce ^the birthrate 13 poirrts in only 12 years^ as such a ^ 
reduction would require a coverage, greater than the 1^ 
percent^ of women at risk now served by Profamilia. Some 
of the decline can be attributed to the continued Wide-, 
spiread practice of clandestine abortion. Some of tjie de- ' 
cline has undoubtedly come from the legitimization of 
Ramify planning practices that has ^companied Profami- 
lia'^ wide media coverage. The riiedia coverage h^s created 
an inrfmense^amount of discussion of the subject with the 
result that people everywhel?* in Colombia have come to . 
feel that family size is a matter subject to decision. While 
the most marginal ele(inents in the population will always 
need assistance, there is proba|?ly a threshold of accept- ' 
ance beyond which the practice of family planning by 
informed^ individuals becomes virtually self-sustaining, 
program or no prograi/ 

With its ^ery low death rate (9 per thousand in 1976), 
Colombia is still growing too fast for a country seeking 
to advance its economic and social development. The in- 
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credible ^i^gwth rate of the cities— as high asV percent'per . 
year for Bo^a— (fontinues to present almost insuperable 
problenjs. Although Profamilia has helped .family plan- 
ning "t^e hold" in Colombia^ rapid expansion of in- 
formation and services •wpuld^e most desirable rigK< now 
to speed the achievement of a rnore reasonable equilibrium 
between population growth and the growth of .the coun- 
try's economic capabilities.' A family planning program 
appropriate to ih^ size of the naUion can probabl^ be 
achieved only with active and more vigorous participation 
by ^the national government. Such participation may not 
be too fa^ off now that Profamilia has succeeded in dem- 
onstrating tH^ the people of Colombia wish to control 
the si^e of their families and that there are few political 
pitfalls in helping them do so. . 
. A further comment: Proiamilia's 2,40P T%al and ufban^ 
distribution post* th^t .serve the community-based dis-^ 
tribution program mean that there are 2,400 active pro- 



ponents of family planning working**^n every setting the 
country has to offer— rural countryside^ hamlets^ small 
towns and big cities., . ^ . ' 

Family planning is now entering its second decade as 
an organized activity in Latin Ainerica. The movement 
has encountered great problems tKereKbut at the^ saW 
time it has achi^ed unexpected succrfss^^and not only 
in Colombia. Family planning must still be Regarded ^s an 
essentially neVv and novel activity in the Lam^ American 
environment,- and thus even more effective IKhniques 
for the delivery of information and services will -undoubt- 
edly be developed. The Colombian experience indicates 
^hat a qqestionifig and inndvative attitude is called for if 
programs are to achieve wide coverage, Specially for 
those people who are most in need of what family plan- 
ning has to offer. As with any new activity/ a skeptical 
attitude should be taken toward "established wisdom'/ if 
the movement is to succeed. 
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Coht'raceplives, fre€ of charge and avail^le to everyone 



per year. Infant mortality rates fluctuated around 154 
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Family Planning in 
Mauritius ' * 
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* V. Rajcoomar ' 




.. ' Demographer 



* ^ colfeboration with 

V*.::** iJ^MlL^il* iDi rector of Family Planning, 
1 wr^ ># «r^a6 * ^Maternal and Child Health Services 



T^HE tiny isUnd of MauHtius (720 sq. miles) in the 
^ Indian Ocean off the coast of Africa experiehced a' 
sudden increase in population size during the period im- 
mediately following World* VVarJI. At the time of the 1944 
census, the population of Mauritius was 419,185, in- 
creasing by about 1.5 percent amnually. The 1952\census 
recorded^ population of 501,515, increasing b^ mere 
than 2 percent annually. The rapid increase in population 
became even sharper betweer\ 1952 and 1962 when an 
annual avej^ge rate of more than 3 percent was recorded. 
At such a fast rate,* the size of the population would 
more than double to about 1.3 million^by 1985. * . • 

In 1976, the populatfon in Mauritius was estimated 
at 867,885, making Mauritius one of the most densely 
s populated countries in thf world with more than i;200 
persons per square mite. - 

The causes of this demographic change are not difficult 
bft identify. Before 1945 the crude birthrate averaged 36 
: 'per J, 000, and the erude death rafe was 28.5 per thou- 
sand, giving an annual growth rate of less than 1 percent 



'pet thousand. A systematic campaign for the eradication 
of malaria, which was started in 1948, promptly caused 
a very sharp fall in nv)rtality.' This, cou^ed with the pre- ^ 
vailing high fertility, quickly swelled the size of the pop- 
ulat'ion. The crude death rate fell from 27.1 per thousand 
in 1944 to 15.8 per thousand ifi 1954, a decline of almost 
50 percent The first ^idence of this rapid population 
growth K:ame in tke 1*952^ census. Faced then with the 
dual problems of underdevelopment and a fast growing 



population,^ in ^^^^Hi^ government appointed a com- 
mittee to consider^ ine problem presented by the trend 
of-^nc^eaSe of population in rej^tion to the economic re- 
sources and potential. productivity of the coijntr^ and to 
investigate and report on the practicability of any method 
p{ resolving 'the problem." m its 1955 report, the com- 
mittee stressed the need' to make family plar)ning services 
available to the population 

~- " Private Agency Active 

In 1957 a voluntary organization, the Mauritius tamily 
planning Association (MFPA), was formed to stimulate 
public awareness of the need for planned parenth6od. 
, From it^ inception, the MEPA has advocated all available 
methods of contraception^ An intensive farriily planning 
motivational campaign has b^en sustained by employed . 
personnel as well as by volunteers in the association. ^ * ^ 

In i963 a second, largely Catholic, qlrganizatidn, the 
Action*Familiale (AF), was formed to encourage use of the 
rhythm method. of contraception. 'in 1964 the govern- * 
ment offered financial support t(5 both'the MFPA and the 
AF, and in 1965 the Internatfonal Planned Parenthopd . 
Federation (IPRf) started supplying a yearly ^ant as well 
as supplres to the MFPA. - « 

The population policy enur\ciated*in the 4syear Devel- 
opment Plan'^1971-75, and reiterated in the Second Plan 
„ 1975-80 for Spcial and Econon\ic Development, was 
designed to encourage the p^ple of Mauritius to reduce 
their gross reproduction rate from lt92'in 1969 tO 1.26 
by the mid-1960s. * ^ ^ 

In 1969 ttvo missions from .tl)e World Bank visited Maur- 
itius to ^dvise the. government on setting up a natioital 
family planning program. In December 1970 an ^igree- 
jnent was signed between the Unitejl Nation^ Fund for 
Population Activities {uKjFPA) and the Governrnent of 
Mauritius to implement a five-year family^ planning, ma- 
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tern^lancl child health' progratn. Following thi> Agreement 
in Pecember 1972, the government integrated 62 out of 
64 chnics ^nd 29 supply centers of the MFPA% within the 
Maternal and Child Health Services (FP/MCH Services) 
of, the Ministry of Health ^nd s^ up a National Family 
Planning Committed , to coordinate population activities. 
The MFPA continued to operate two clinics and to evolve 
new strategies to ^ach the population still untouched by 
^ existing 'programs. AF continued functioning as in the 
past. Upon integratlon'of the MFPA clinics into the gov- . 
ernmeni s health infrastructure, the government took k 
very significant step forward by making.. contraceptives 
available to all, free of .charge, through program outlets 
The MFPA followed suit 

iVhat Caused the Fertility Decline? 

. With ] the development of extensive family pUnnirig 
services jan the island, particularly during the se^onc^ half 
of |J|he 1960s, fertilUy began to decline, and^at decline/ 
has continued* To what extent were family planning serv- 
'ices instrumental in bringing about that decline? 

There are* no controlled family plartning studies that 
prove irrefutably that an organizef^^amily planning pro- 
gram can produce a fall it\ feftilrty. Hpwever, if fertility 
did not decline Significantly before* the program began, ' 
and if family planning program inputs patallel fertility 
declines^ it i% hard not to believe that the prQgram accel-'^ 
erated.the fall in fertility Mauritius has sufficiently de- ' 
tailed ;?tatistics4o demonstrate such a relationship. ^ 
» Jhe table on page 11 provides some of the key str.ustics 
to document the case. As the government services proVid- ' 
ing family planning were eplarged, the numb^ of new 
acceptors grew, multiplying more than fourfold from 
about 3,000 in 1965 to more than 13,000 in 19^. The-, 
nun^er doubled from ^,000 .to 15,000 in liRgle year, 
1^3,' when contraceptives were fcxr the first time dis- 
tributed free of charge. Over the same ten-year perio^, 
the«mean age of first acceptors droppe^from 30.5 to 26^, 
increasing .the ^emograplTic impact of the program. Mor^- 
. over, by 1975, nelrly 60 percent of new acceptors {58.7) 
had fewer than three ^living children. Prqgram records, 
ajthough not adequate to calculate continuation^ rates^ 
showed about 40,000 current users in 19r5. 

What have been 'the effects of this piiogram on'fertility? 
As the table showS^, the general fertility rate has»declined 
in a decade Troijn about 180 to about 100. Decline||0ave 
been greatest in age groups under 20 amd over 25 where 
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age-specific fertility rates ift 1975 are approximately half 
as high as they were in 1962. There has been much less 
Hecline in the 20-24 age group. (Se^ graph.) 

Number of Fertile Women Gi'ows 

fn 1974, ' however; the . birthrate increased suddenly 
' f^orti 22.9 to 27.1 and gave rise to concerft about the pro- 
" gram. Closer analysis ^owed two possible causes: {}) 
' an increase in the number' of women reaching marriage* 
aWe a'ge and peak fertilityv (2) an increase irt the numb 
.oT marriages following .a substantial gain in* the gr 
national product. Both pitf these factors were reflected in 
an increase'in the number arvd percentage of fii^, second 
and third births, while fourth and higher orders of birth 
continued to decline. < ' , 

^ Irt a young population like that of J^auritius, the age 
strutture now tei^ds to encourage higher birtl^rates. It is 
inevitable that newly mai'ried couples will tend to haye 
their children soon after marriage. In the 1973-74 analy*^ 
sis, oWt of the 78 percent increase in fertility, 42 percent 
was accounted for by, the first birth order alone. Thus the 
. rise in fertility in li>74 should be viewed in the context of 
th^ moment4jn\ built up a$ a result of the vei^ ^oung 
age structure typical of World countries. » 

At ^i^s juncture it could well he asked whether tKe 
* ,*present age structure will not be a stumbling block to 
farther declines in fertility to levels comparable with the 
tcchnologicalfy advanced countries. In iaict, th^ crude 
birthrate registered a slight dropMn 1975 to 25.1 per 
thousand as ^compared to 27.1 in 1974. In 1976. it »: 
mated to be around 25.6 per thou«and-^a ma->,inal in- 
crease over th^ 1975 ra'te. However, the trenc^ in the num- 
ber'of new acceptors joining the progr": inightbe vi^ifed 
as an indication thaj. the Mauritius « amily Planning Pro- 
gram has reached aplateau. 

Because of fhis age structure a'rid because an ever greatA 
^pr percent^gefol births are first, second or third order, it\ 
is not implausible to assume that, the crude birthrate in^ 
'.Mauritius isMikely to- fluctuate around the 1975-76 rate 
for a few years. The National Family Planning Prograrfi 
ii consequently focusing its effo/ts on younger couple*-, 
without losing sight of older couples still in their repro- 
ductive years. . , j 

Meanwhile, as governnoent and private progfems^Jtave 
corftributed to the important, decline in fertility, other 
'government development policies have also achieved sig- 
nificant successes. Life expectancy, for example, has 

1 • ■ ' • ■ ■ ■ : 



(doubled,' from th« Jctn^ ^.^n 1945 to^ the mid jbOs by 
^ 1<775. Over the S4m.e pyentxJ.^hriEant mort^tyhas been cut 
to n^rly '^ne'qua^fer -<^ie*l?^2 level Since 197i, pep- 
-capita. .gross natldnal prodW^ Kas doubled More than 90 



achievement cff other development goals For these t^a- 
sons, Mauritius h5s adopted a, formal ^d positive popu- 
lation policy . designed, to peduce the ^g'ap between high 
fertility and low mortalrty This effctr-i has beer? geni!^mely 



percent^^ the^j^opujatioij jj^d to 11 Js enroHed tn ' and largely .indigenous through strong local participation 
schqoK ' vvl1li*4i3|*pe^c^h^|^^ percent of and l^adpr$Kip Nevertheless, foreign assistance, both 



the females ^dvancili^-tjb's'econdary schrftols ' ' 

The'^e 'programs may also encpiirage, Idwer feftilily, 
but at the same t^eS lower fertility »will facilitate the 



techAical a^nd material, has eased, thje* heavy financial bur- 
den and .helpe^ the Government of Mauritms fulfill its 
policy objectives , ^ . 



Mauritian Vital S^itistic/aQ^amily Planning D^a for Selected Years, 1962-1975 
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1962 



1965 



1970 



1972 









'j • 

15^37f« * 


13^601 


* ;3,528 


' 26.8 


i6.8 


26,5 


35,23*2' 


' ^8,27r 


/ 40,408 




7f 


' ' .80 




" • 49 . 


43 dip 


4(+10)C 


7 t+10)C 


15 


16 




26 






84. 


. ^3 


/ B3 




227^ 


27.1 


i25.1 


, 7.8 ' 






,9,3r6 


■w; 


* 101.9 ' 
1.7' 


1-3' 


X 1.5' 


" 1.4 


62.5 


45.3 . 


'4?.7.. 



NumJ)er of New Acceptors 
Mean Age at^rst Acceptanq^ 
Number of Culrrent Users 
Nu'^bor of Family^lanning 
* Service, Units & Persori0|^ 
' Clinics 

Sjjdpply centers ' % 

Docto rs 

dfimca/ assistants ^ 

Field-workers 

Motivators 
Viul Statistics 
, Crude birthrate "* 

Crude death rate 

General fertility rate 

Population growth rate 
^^ef reproduction rate " , 

infant mortality rate ^ 
Percentage oF Births b' 
Birth Order 

I 

2 

3 
•4 

5 . ^ 

P«r Capita GNP (at f^ictor 
cost in rupees) . 



\i,023 
•30.5 
1,175 



i 

38.5 
9.3 
181.4 

.2.9. 
, 2.5 



8.1 



9,900 

" 27.a 

24,408 



6.8 



22.9 

14.1 
40.7 

:-*.5 

21.1 



8,031 . 



28,062 . 



62 

-3 (+13)^ 
,16 • 
- ' 63 
. -"74 

i ' 7.9 
104.5 
^ 1,7 / 

1.5 
li ' 63.8 



26.4 
19.9^ 
15.2^' 
1Q.4 
7.8 
18.0 

l-,550 



29.0 
l0.6 
14r.4>'!^ 

• 7.3^ 
>6.1 

4 

1,996 " 



' 30.6 
2P.7 
V 14.5 ' • • 

• idi^ 

.:6.9 

•15.4 V 
3,489 



^Increase in 1973 is attributable primarily to the'free distribution of contraceptives. 
^Mobile van. * -> ' " ' 

.^Part^ll 



^ 31.4 . 
22.1 * 
14.0 
^9.5 / 

,.'13:2 

3,409 
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Involving the>people through comrtiunity leaders 



Family Planning 
Progress in 
Maharashtra - 



V 



The faster decHne^f the birthrate in Maharashtra has 
b^en cpnsii^MTW^Ith the state's family planning program 
.perfofmc^ce. .^q^ording to offici4l statistics, family plan- 
ning performance in Maharashtra stands second bnly to 
the stat^ of HaryanSI. The latter i* much sjfialler in are^ as 





' Tara Kahitk^r • 

- ' ' Re4der 
-Ii)t€'rnationaHnstitute foi ^ ^ 
Population Studfes ' 



* 3 Profe«j^or artd Director 

IntWnational Institute for^ 

wi;"^^ Population Studies 
Bombay 




MAHARASHTRA, with. an estimated 1977 pojiulation 
^, of about 57 million,' is the Jhird most poj|ulous 

^ stale in.tndia Maharashtra incluoes ^2 percenf^f the 




total population of India and 9 5 pejcent of its land -area 
Population density in Maharashtra in 1971 was 164 per- 
sons per#square kilometer, which is slightly lower than 
the whole, of India Maharashtra has a higher percentage 
%>f urban population than any-otK^r Indiar^vtate with a 
little less thaji orie third of its population liviftg'm urban 
areas * 

^ The birthrate in Maharashtra during 195r-60 was 41.0 
f)er "thousand pap^ilation a sf compared with 41 7 per thou- 
sand* populatibn in India as a whole. The birthrate rer 
mained virtually unchanged until 1966 when it was esti- 
mated a\ 39.8 per thousand for,Mahai'ashtra and 41.1 per 
thousand for the whole country. Since then* t)\e g^p has 
widened. By 1974 the birthrate in Maharashtra had fallen 
to 29.0 per thousand, compared yvith 34.5 in all 6( India. 



well as poplila'tiorr^^ Maharashtra 35.^ percent of coiu^fl 
pies were using family planning or were effectively pror. 
bected in December, 1976, as compared with 22 9 percent 
lb lj\d\a as 'a whole » ' ^ , 

harash^a jids been the pioneering state in^Irvdia in 
ield of family planning Voluntary family planning 
ias introduced in Maha^astitra as early as- 1^25 when the 
late Professor R D., Karye started a birth control clinic' 
in Bombay. For many years his efforts were derided, but 
.he continued to carry jh^ tbrcji sfor famil|^pianning along 
with' other soci^J^^^^orms, and eventually his contributioft 
was recognized nSc^was followed l^y Dr A P Pillai, 
whd'ih' 1936 conducted a training course 6n' family 'plan- 
ning in Bombay, Today Maharashtra retaiji's its leadership ' 
a^d is )*a(^^pfM4k runner in faniily planning f^rformance 
amoRg 4II states in India. . v ^ , / 

THe family plannin^j^ogram in,Mahara^tra ha^ijeen 
steadily gathering momentum for, the last two decl!||H^as 
can be seen in the table beloW. tor example, with ^a mere, 
41^89 ' sterilizations . during 1957-61, acceptance ha^ 
grown-'^feea^ijy to 21*9,241 in "l9^>i-66> 1,150,636 in 
196^^71 and 2,037,08a* iti 1971>-76, Th^e 'are figures ^ 
ifijJy^A>i4i^tch^l, 1976, the end of the Indian fiscal y^r 
and. before the intensive campaign began. Although fUD 
ilsage has declined, accepiance of conventional contra-^ 
reptives, especially condoms, has increased greatly. 
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As in the-pcst of the country, the family pla^^ning pro- 
gram m Maharashtra has evolved throu^ various phases, 
The first ap]^roach Waa clinic-oriented, but it failed to 
peach the people and resulted in poor ^perfcrma nee. In 



1963 the extension outteach Approach was adopted. This 
boosted performance fivefold in a ?hort t'lme span Never- 
theless, recognizing {hat family ^planning had hot* "yet 
\feathed the masses, the government of" Maharashtra -in 
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} 967 ^reviewed the situation and after deliberation among 
the cabinet ministers made certain momentous decisions. 
T^arding lljie stale family planning program. The' out- 
standing features, of the new policy were an emphasis on 
sterilization and a complete involvement of the* Zilla 
Parishads (dl^rict councils) in the program. The results 
were remarkable. During the Fourth Five Year Plan, the 
performance in Maharashtra reached a new high level of 
1.15 million sterilizations. During the next five years 
(1971-76), fhe figures rose still further with more than' 
1 million sterilizations recorded. 

Decentralization Crucial 

'Crucial in this context ^was the democratic deQenfrali^a- 
tion of powers introduced in Maharashtra in 1962 The 
Zilla Panshad is a democratic organization of locally 
elected representatives, which- has jurisdiction over a dis- 
trict With the exception of Greater Bombay, which^ entire- 
ly art urh^ district, each of the remainmg 25 districts of 
Maharashtra >ias one Zilla Panshad The Zilla Parishad is 
responsible for ^ the development acti^vities of the districts' 
and the participation and involvement of the people in the 
development pfocess through, their etected cpuncil mem- 
bers The district health officer in the are^ covered by the 
Zillia Parishad is in charge of the, family pla/ining pro- 
gram in the district " ^ 

Each district is divided, into various ^community devel- 
opment blocks. The development, activities at the block 
level are looked after by a body of elected members known 
as P^nchayat Samiti The medical officers at the block 
level manage the family planning program of the block 
Thus it* can be s^en that when the Zilla Parishads were 
entrusted with implementation of t}^ family planning 
.program, the program in the district in a sense became 
a 1' people's program " This policy of involving the peo-^^ 
pie through their elected representatives undoubtedly^Fi'a? 
an mfkience in boosting program performance 

In 1971 the Intern'ational Institute (or Population 
Sl^udies in Bombay conducted a study on the involvement 
of Zilla Panshad^ in the implementation of the family 
planning program In this si^d^ six districts of Maha- 
rashtra were compared, including two with very good 
performance m family planning, two with medium per- 
formance and two with very poor performance. It was 
observed that the involvement/ active support and par- 
ticipation, of the district Readers in the family (Planning 
program had great impact in improving family pjanning 




performance both at the district and block level. Distfkts 
where leader»Mp involvepnent was ^eater had soperic. 
family planning performance compared with those .where 
this involvement was lacking. In effect, active suppor<^ 
by the local official and unofficial leaders appeared crucial 
in prorftotin'g family pl^inrting, especially for methods like ^ 
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sterilization ani the lUD. The* support of these leaders 
helped in building tKe confid:ence of the'-pebple in the 
*f)rogram aj'^ well , as irv^ the^ specific methods and also 
.^Wpedia Supporting the follow-up action so essential in 
• a miss program like family plartnir\g. In the districts or 
' blocks where famiJy planning achievements were con- 
sistently better, it was Qbseij||^. that, the local leaders ' 
helped the doctctrs^in leveral different ways such as en- 
liitmg acceptor^ arraft|;ing' for follow-up, ^fter-cW and 
enceuragemenWnfor'ming doctors of cases needing medi-' 
cal help, and ii). general ensuring more medical attention 
.when needed/ 

Moreover, - the interest^ sijpport and involvemei^^ ©f 
local leaders was foundMo facilitate the work of the'S^fi- 
cials who were jn charge of the J^rogram. Some of the 
leaders accompanied the* doctors and provided necessary^ 
help. Sometimes the^leader&^r their wives accepted' vasec- 
tomy or tubectomy ind'acknowledged if publicly in order 
to win the cbnfidepc^ of the ^ple in these methods. 
Thus they set an exJbple for others to follow and prac- 



ticed what they preath^. ^ 

Another important feature of the Maharashtra Family 
Planning Program- was the involyement of other' depart- 
ments af the flistrict level. This was understandable be'- 
cause the family planning>4?rogram. in Maharashtra was 
viewed as one of many development programs. For in- 
stance, /in one district where 72 percent of the area is. 
covered by forest, the support of forest officers proved to 
be a great*;h«lp^^to^the program. Some incentive schemes 
vyere also iuitialed^^^ -Ihe government to promote the 
program at the village as well as the individual level. Vil- 
lages with better family planning performance were re- 
warded through development schemes such as Kuilding 

' rdads or public wells. 

-Through various im^inative schemes, Maharashtra 
State has been in the forefront of *the voluntary family 
planning program in India. What seems to have been most 

• crucial in the success of the progranf is the involvemenK 
of the people thetnselves through their official and un- 
official leaders at the community level ^ 
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REDUCTIONS IN THE CRUDE BIRTH RATE 
^ IN SELECTED DEVELOPING COUNTRIES, 1^55:1974. 



Percent Decrease ^ . • 

inCBR 




These ddta were ( ited in dii addrebs b> Robert S McNamara, President. VVbrid Bank, to the Massachusetts histitute of Techi^ology, April 28^ 
1*)77, They were prepared Irom thv Population Council. Popuiation and Family Planning Programs; A;Factbooic, 1976, with subscqiMfent^ 
mcdifiJ atmns by Parker Mauldin, Population Courlcil and recalculations as needi^ Most of the f>ercentages can be considered acoirate 
onlv tb vMthin about ten percentdge poirrts djid may not agree exactly be( ause of rounding 



Countr>' 



CBR 
in 1955 



CBR 



1975 Population 
(in millions) 



Group I (over 50 miiJionJ 

India' 

Indonesia 

Mexico 

Brazil 

Pakistan v 

Bangladeshi 

Nigeria * 



43' 

'46 
41 
49 

49 
49 



40 
40 

38 
47 
49 
49 



598 
132 
60^ 
108^ 
70 
79 
63 



Croup II (20 to jO million J 

South Kbrea ; ' 

Colombia 

Thailand . 

'.I • 

Turkey 

5gypt 

Philippines 

Burma ' \ , 

Ethiopia 
Iran * \ 
-Zaire 



4Q 
46 
47 
45 
44 
45 
'43 
51 
47 
47 



24 
33 
^34 
*33 

35 
36 
40 
48 
45 
45 



35 
25 
42 
39 
37 
•4'2 
31 
28 
34 
25 



/ 



Group ni (under 2i) fniJJ],on] •* 
Africa Man rititis 

Tunisia 
Americas - (^osta Rica 
^ ' Chile * 

Tririidad & Tobaga^ 
• Barbados 
Parigma ' 
Singapore, 
Taiwan 
^HongKong 
Fiji 

Sri Lanka 
Malaysia 



'•".Asia- 



44 
47 
48 
36 
41 
32 
41 
43 
'44 
35 
44 
38 
45 



25 
36 
' 28 
23 
31 
■21 

% 

23 
18 

27 
31 



0.9 

56 
2.0" 

10.3 
1.7 
0.2 
1.7 
2.3 

16.0 
4.4 
0.6 

13.6 

10.5 



, Strong national and community leadership 

.Chinese Birm- Planning: 
What Makes It Work? 




A550ciAt« Professor oi 
Political Science - 
^ Wiyn€ State tlhiversity 
^P^teoit\M»chigan . * 



narms into law/ the Chinese government recommended 
thrj^ Basic social changes: delayed marnaget spaced births 

, ;ahd abandonment of the traditional preference for son/ 
In the last decade, the Chinese government has greatly 
expanded and strengthened the nationwide network of 
irttegrated rural health care and fjapned birt?h services by 
bringing on-theTspof preventive fieakKcare, simple cura- 
- tive treatment 'and contraceptive ^upphes to the rural 
villages. At thetfame time, the government has encouraged 
and pi^o.dded locaj communities to work out their own 
community population planning mechanisms to reduce 

' and'stabilize feptility. 

\ ,^ ' ^ 

. High Priority for Birth Planning ^ 

.^ince the^id-1960s, th« Chinese elite have designated 
the, rapid uni.versalization of basic level health care and 
• the ejc.tension'of planned birth work as tasks' of the high- 
est priority. This priority status^ has iheant that the ad- 
^^inistration at all levels musi draft plans with targets and 
^l^kne schedule and must' mobjli2e. all available resources' 
io reduce fertility.. ^Virtually ^\\ political, quasi-political 
'(e.^*, tt\^Young Cpmmunist Leagues, the>Women's Federa- 
^ . tipns) and health upits -ljave been pfessdd into service and 
> .have bfen assigned {asks. Practical methods (or imple- 
\ L meeting birth planning policies have been devised a^ th^ 



T'fJ.'the fearly 1960.S after initiaj vacillatibn, th^ Chihes^ . 
-fpoliljcjl ^lit^-took vfgorous, §ven proddTng,* action id 
spread tlrth planning ar>4 Xow^r fertility/ ^h]|k^as, this 
done? Believinf^ra'rnpant {>opuIatiorii growlla tcf'bfe iocom^ 
patible vyith a'^plar^^ scxjfalist ecphomy^ the elite ^eco§- 
nized /that current r^te|^of* J)opuUt ion' growtft. could hot » 
be.rapi^lly reduced of s^iabilized merfely-thfdugh govern- 
ment aprpeals io pracUte responsibly parenthood:* 
The probleiti.uhimately rjquir^cl a'Pi^idamental extgn*. 
; sion 6f^ 'social morality t>9 limiOY\^ the^frpedom to' get. 
married at an early -age or h^^^e.afs^mahy children as- de- . 
-^ired. Such actions were rwt 'arbitratily imposed* "by ad- 
ministtafive fiat-but, rather, th^rouglv mobilizing social and 
4:pmmutiit^ pressures., Ratl^er^than codify reproductive' 



Sumhiariied from the Findings of Dr Cfhrn's moqogcaph, PopulaUXtn 
itnd Hfalth Policy m flie People's Republic of Chinas Smithsonian lit- 
stitutton Interdisciplinary Communication Program, Washington. D C.,^ 
1976 Distributed 'by NEQ Press., P O Bo)C 32, Peak's. Island, Main^j 
04108 ^ * ' ^ * ' ' 



grass-roots level, -and performarrce is continually rponi- 
^ tored and periodically Evaluated by the central govern- 
ment! which holds the pa5ty and health bureaucracies 
' strictly |iccouht5ble for accomplishment of tasks. 
» /Where population^rograms in^other developing nations 

• have focused on promoting and l^ciffta ting 'birth limita- 
tion amohg married ^oupl^s of reproductive age, in China' 
the, program emphasizes late marriag^ and the spacing of 
birihs in a^dit|<Jn to small family liorm^. Some other 
couTitrie^have set a' minimum legal marriage age some- 
what higher than the traditional marriage age, an^ some 

• programs have preached the need for birth spacing with- 
out setting specific guidelines 'for family size. No other 

■ 'countiV/l however, has specifically squght to exploit late"^' 
marriage an'd birtR spacing as instruments of reducing- 
fertility. By asking 'Voiing people to abstain from bearing 
gchildren between. the ages of 18 and 25, the Chinese gov- 
^efnment's encouragement of 2f widespread practice of late 
marriage has sought to lower the intrinsic birthrate and, 
hence, tRe intrinsic growth rate on the assuijiption that if 
women marn/ a^ age.a^. rather than ^ger is/four rather 
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than five generations will be l;>orn within' a century. Ifi a 
sofijiet^ where marriage has jr'aditionally occurred in the 
middle to latejeens, the. change to a later marriage age is 

\ even more dranjcitic 
<» Although the goal oY^ most family planning progralris 
.to have .couples limit families' to two ©r three .children 
would appear to be an equally good approach to reducing 
Jertility, in reality it is an unrealistic goal^f couples *marry 
ybung* After having two to three children, these' couplps 
probably will not undergo sterilization despite \i\e more 
than 20 years of r^rodUctive life that lie ahead for the 
wife . * . ' ' • ' . ' 

Community Planning of Births 

In th^ last several years, an increasing number of com- 
munities in 'China have adopted a model that m*ay be . 
called c^m'unity pfanning of^ births TKe following ex-' 
an^ple illustrates how community planning' of births is 
, accomplished in a commune; the IgWest administrative 
unit in the rural areas. 

On the" basis of vital statistics from tbe previous year, 
the commune leadership may suggest that the crude birth- 
rate be reduced from 25 per 1,000, the rate 'of ^ the pre- 
vious year, to 22 p^r 1,000 for the next plan year TTiis 
suggestion is passed down (intil it(f,reaches the lowest 
level, th^ production team ' The eligible couples in the 
^ team meet to dravv,upr the team birth plan. They^calculate 
|he ifumber bf births that wolild yield the suggested , 
birthrate and then proceed to "allocate hihh turns" 
among themselves Priority is given first ^o n^wly mafried * 
^ couples and childless' couples, second 'to couples wijh 
only, one child ^nd third to couples with two children or 
coaples v^hose "youngest child is closest to age foUr or . 
five These priorities are bas.etl on the new reproductive , 
' norrns promoted by the goverrynent ' 

• Young people should not get maXjed until they rea£tL, 
the VeCommended (or o'ptim^l) age of marHage'(25 
^r men aft^ 23 for women, 28 and 25 respectively 




ih cities) , . - 

• EacVi couple is to space birtfis at four' to fiv^year 
intervals 

• Each coiiple should limjst family size to three children 
(two in cities), regardless of sex 

Couples thus allocated the "birth turrw" abstain from . 
pp^/ticing contraception while the dthcrs continue to 
puactice contraception. Obviously adjustnpenfce have to ^ 
be made for failure to*' conceive during the plan year, for v 
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• Thts master charU posted on the wall of a clmic*of a silk textile plants 
Soochow, Kiartgsu, People's Repubttc of China, Itsts the names fif mar- 
ried wQmen workers by the years \n^ which the^^lan to bear child/en 
during the Fourth and A/f)i 5-Year Plans {l'971-1975 and 197^^-1980). 

unplanned pregnancies due to-^pn.traceptive failure and 

* f6r unanticipated devel6piiierii^,^^^ch ad^ustmerMs are 
- made fty mutual agreement at ^.^oup meeting^, In this 

way, the cornmunity as a'w^joie reduces it^ fertility year 
after year until a v^ry low fertilify rate is Achieved. Once 
the low fertility rate i% realized, tbt task becomes one of 
stabilizing fertility at the'low level ^ 

Spectacufar Decline in Kiangsu 

Community ^planning of births ^has not been spread ^o 
all parts of China but m the last several y«ars, the Chinese 
governrrient ha^^ade vigorous efforts to disperse com- 
muni^ty-level population planViing' throughout the coun- 
try. Where copfimunity planning of births has been imple^ 
mented, the res^ilts have been sp&facular. 'According to 
the official newspaper, People's Qaily {Jeti'.fian Jeh-pao) 
^of February 22, 1977, "the natural jncrease rate t^pu- 
lation for the province of Hopeh and Kiangsu [.with » 
population of more than 50 million in 1974} has de- 
clined from 2P per 1,000 in 1965 tckaround 10 per 1,000 
as of now. The municipalities of Shanghai ^nd Peking 
have* controlled the rate under 6 per 1,000/' There is no 
way of determining the validity the cljdm. If true, how- 
ever, the population proglams in the two provinces and 
two metropolises must regarded ^a^ the greatest success 
stpry of organized population programs in history. 
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, r Barefoot D.octors ^ 

In-^otjier. developing' natipns, the official population 
program usually is tKe responsibility of a ministry of 

^family 4?lanning (eg , Pakptan) or of a specially created 
bureaucracy (eg., Indonesia, the Philippines, Malaysia) 
or of a component ^nit of ^ the ministry of health (eg , 
India) To the extent family planning programs are inte- 
grated with other development projects, the integration' 
-goes only as far as merging the family planning* serviced 
withmaternal and child health services. ' ^ 

r Ir^thina there 3re no separate planned -birth organiza- 

' tions below the county level The pural health service has 
been integrated within the existing social anc^ economic 
fabric a*t the grass-roots level Following a decision i^i 
1968 to universalize cooperative heajth services, Peking 
called upon the local party and revolutionary committees 
to organize recrUitn><?nt and training of barefoot doctors 
and to establish cooperative health stations. Upon com- 
pletion *of^^ their training, the n^ barefoot doc'tors re- 
turned to their own brigades to practice their newly ac- 
quired sYiWs the brigade cooperative health station 
erected for them $ 

The policy goal has. beei^p train and deploy one bare- 
foot xloclpr for^ every 500 rural population There were 
1.5 million barefoot doctors by the end of 1976. If China 
had 'a total rural population of 750 million in 1976, the 
policy goal may be regarded as having been realized by 
the end of 1976. Henceforth, the task will be to upgrade 
the quality and skills of the barefoot doctbr's, throligh 
continued in-servrce training • 



Having helped train the barefgot doctors. .!he state 
assists them" in the following manner: (1) by providing 
all preventive health 5n^ birth control supplies freeiof*'' 
charge. ancfT(2) by reducing the price of. or Subsidizing,' 
pharmaceutical, djpgs and equipment sold to rural com- 
munities. Depending up>on need, thefst^te may also pro- , 
vide a nonrecurrent grant to low-inc^e brigades to help ' 
tKem get tljeir cooperative health stations established and ♦ 
operating ^ ^ \ 

Local Self-reliance 
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J The local communit|i i5 ^pected to manage the station'^ 
and finance it^ operat^n largely through local resources 
by setting up a cooperative medical fund derived from 
premiums paid by individual members and through ap- 
pr^prialfcion from the brigade's (and sometimes the com- 
mune's) welfare fun,d*All ma^nagement decision^ are mafAe / 
^nd enforced locally Needless to say, the fact that the 
paramedical service is^ financed largely by local resources 
^nd under local community management tends to makev 
the local people regard, i^ as their own— a condition* vit^h 
to the long-t|rm viabilfty of the service 

Bafefoot doctors, are selected by the local community 
because of their* class backg/ound, ability to work with 
people-and dedication to saving the people. Instead of 
waiting for people to come' to the clinics, the barefoot 
doctors, sanitarians an<t women's work. cadres* often per- 
sotially .deliver supplies. All of these qualities, plus the^ 
fact that. these people are paid by and*'are under the con-* 
trol of the local conununity. tend to ^Ke the barefoot 
doctors responsive to the needs and feelings of the com- ^ ^ 
m unity. ' - , 

The dual financing system enables 'the government to 
achieve a high degree of outreach with 'a' limited budgets 
and also enables the government to concentrate its scarce 
resources on subsidizing preventive health and planned ^ 
birth services. 

a Three St rat^^es ^ 

The,J8R>ving strategies used by the Chinese in their 
birth »p/anning pro'gram are of great significance: 
^ (1) The principle of » leadership' by personal example: 



'fn current* Chinese usage, the wotd cadre «ppUes to any nuclear groyp 
, jn a responsible poyitjon jn.any organization of government, party, 

industry, agriculture, military or cultural life A key word in Chinese 
. Communist terminology, cadre alsonmplies ideal le^ershtp and loyalty^ , 
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No matter ivhai a cadre's position or work, each cadre 
must practice late marriage, birth spacing anH btrth con- 
trol to demonstrate the benefits of smalleV families and the 
safety of contraception or sterilization. 
* (2) The psycholo^icar mechanism of group dynamics. 
Croup meetings have been used' to unfreeze many tra- 
ditional norms! since the early 1970s the same procedure 
has been increasingly used to change norms on marriage 
age and reproduction By 1973 the extension of group 
plah^ng births m urban, centers tesuked in remarkably 
low birthrates in the cities for which data are available 
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A lari^e btlll>oard $ign exhorts a cyclist to DO'^ GOOD JOB ON 
PLANNED'BIRTH FOR THE SAKE OF THE REVOiUTIO!^ 
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The perforated sheet of paper is actually a series of female oral con- 
traceptives which dissolve on the tonguw Also shown are the front and 
back of\,the card carrying instructions for their use Dosage corresponds 
tQ that of the well-known '"pill"— one pill or square a day for 21 days, 
with a week's interval before startm^^ the cycle a^am The paper contra- 
ceptive was developed w China 



(3) Collectivized agriculture. The work-point system, 
which is used to remunerate members of the rural pro- 
duction team or brigade, has accomplished two objectives, 
increased productivity and demographic restraint. Com- 
bined with the agricultural t*^xation policy under which 
an indivi>dual production te3m is assessed a fixed amount, 
rather tj)ran a fixed rate, the work- point system provides 
a strong incentive for ihcreased outpu^so that the amount 
divided among the member^ is maxim^al At the same time, 
it also encourages the production team keep its mem- 
bers from increasing so that the maximum earnings are 
divided among the fewesjt 4X)Ssible persons In a context 
where the rural villages 4iave beeh denied the option of 
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rural-tp-ttfban migfation as a way of siphoning off sur- 
plus manpower, this ^onomic. consideration ter^^s to 
impel the rui:al community leadership \o internalize the 
cost of excessive, or unplanned, population growth. 

The main dehciency of the CKinese program is the lack 
o\ standardised evaluation procedures Most Asian pro-' 
grams* have centralized research and evaluation units at 
their headquarters for the purpose of engaging in demo- 
gVaphic analysis, antuipating bottlenecks and suggesting 
or •te^sting wavs improving performance These struc- 
tures However are often treated with techniVal help and 
tinanLkal is<si<st<ince from abroad 

A Rational and Realistic Choice 

In conclusion, China's population program differs 
significantly from . progratns in other countries in the 
employqient of organizaUonal arrangements, social and 
cultural changes and development strategies. Not only is 
the planned birth program integrated with the health care 
systefn^ it is also built into the political, adminHlrative, > 
social and economic infrastructure at the grass-roots level. 
The Chinese program Is distinguished^ by the degree of 
leadership commitment, as measured by the comprehen- 
sive action taken and the resources and manpower in- 



filt' t'^ ^flunnt'J hirth cards at East i< Red" sdkjextdv platit, SoLuhow. 



vested, Jts well as the extfaordiiyry organizational capacity 
developed in pursuit of policy goals! 

Furthermore, the Chinese elite «i commitment to egali- 
tarianism and distributive j.usti,ce h^as the effect, intended 
or otherwise, of facilitating their effoit*^ to make small 
families a rational and reab^-tic choice for the vast ma|ority 
of the pofAilation ' 



Population Estimates for (fc^e People's Republic of China 
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Sources- Tomat Frejka, "One-hfth of Humanity," People, Vol, 3, No. 3, 1976; Worldwatch Inili'ute. World Population Troids, No. 8, October 
19/6. / • 

•Includes Taiwan, 14 million • 4 
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'The lowest birthrate recorded in South Asia 

f aiftily Planning Helps 
in Sri Lanka 




Dr. (Miss) 

Siva Chinnatamby ^ 

Honorary Medical Director 
Family Pbnnjn^ Associatidn of 
Sri Lanka 



TN the first 50 years of this century, the crude birthrate 
-^in Sri Lanka remained fair^ steady at about 38 per 
thousand population, but since 1960 the 4?irthrate has 
steadily declined to a low of 27.2 in 1975-the Jbii«st 
birthrate' recorded in South Asia. This rapid decline can 
be attributed to. two factors: first, a decline in the per- 
centage of married women in the critical high fertility age 
group under ^0, and second^ a decline in fertility among 
married womeii, especially those under 30. 

Both factors may carry important implications for de- 
veloping countries. TKe reasons for nonmarriage or de- 
layed marriage are both demogtaj^bic and ecohomic. A 
young woman in Sri Lanka u^lly marries, a man about 
five years her senior. Bgcaii^'the annual number of live' 
births rose 'steadj|y"^tween 1940 and 19^2, there are 
■lUiT? wuifien at the age of 25, ^for example, than 
there are men at age 30. The growing rate of unemploy- 
ment and economic uncertainty for young men has also 
discouraged many young people from marrying. As a re- 
sult, according to the 1971 census, only 10.3 percent of 
women age 15-19 were married, compared to 23.7 percent 

o - , ' -24 



in 1953; only 45.9 percent of, worfien age 20-24 were 
married, compared t^ 65.6 p>ercent in 1953; and only^ 
73.i percent of women aged 25-29 were married, .cam- 
^-pared to 84.4 percent in 1953. Altogether, at least 20 per- 
cent of the women now reaching t^e age of 30 are ftot yet 
married, and many' of them may remain ^nmarrfe'd.. High 
literacy rates and continued education for women and 
men also discourage early marriage. ^ . . , 

Declin^ in iertili^ among those already married are 
o&viously the re^li of successful family planning efforts. 
Among, eligible couples, about 43.8 percent are now using 
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contraceptive methods, incUkding pills, lUDs, long-acting^ 
injectables and conventional methods like the c6hdom. 
Family planning servi.es are reaSily available irom public 
health midwives in the field,: frbm facilities operating in 
all government hospitals, including many with post- 
partum tubal ligation service^, and from commercial 
sources An extensive healtlj infrastructure combined 
with high rates of female literacy (SO percent) makes it 
easier for wom^n^to find and use these family planning 
services Male va-'^ctomy services have alto become popu- 
lar * ^'t * " ' - * 



Densely Populated Island 

In 1^71 the overall density of'Sn Lanka was 529 people 
per square mile, making it^ne of 'the most densely pop- 
ulated agricultural countries in the world. About 60 per- 
cent^ of tlje population -is concentrated 'In the Wet Zone, 
which comprises only 23 percent of the Island's arjea 
Population characteristics, such as average age at mai;- 
riage and marital fertility, differ widely between the W^'t 
and Dry Zones The population in the Dry Zone has a 
lower average age at marriage {Zl 5 years compared to^ 
24 5 years »n the Wet, Zone), higher fertility and a higher- 
fhan-naJtional-ayerage growth rate' 

The population ef Sri Lanka, now more than 13 mil- 
lion, has grown five and one-half times since the first 
national ceri^us of 1871, which recorded only 2.4 million 
peopje. The first population doubling took place in the 
58 yeats between :^871 and 1929, the population doubled 
again in the 30 years between 1929 and 1959 In 1960 
the annual growth rate steach^ an all-time high'' of 2.8 
percent " , . ' ^ 

Over the past 30 years, Sri Lanka's population has 
undergone' a classical demographic transition in three 
stages r ' ^ \ 

1 Until 1946, high birthrates and high death rates 

pt evaded; ^ 
2. From 1947 to 1966, high btrthrates continued while 
. death rates declined markedly, mainly because of 
control of epidetpic diseases like malaria, a rapid fall 
in infant mortality and improved maternal health 
services throughout the country. 
From 1967 to date, birthrates have declined and the 
death rate has remained relatively iow. 

Tl\eMecline both in the number agd the fertility of 
married vyomen was recently documented by George 

ERLC4 




Immerwahr, formerly with the World Health Organiza- 
tion in Sri Lanka. As the following table shows, if all 
women had experienced the same age-specific' fertili 
rates in 1975 as in 1963, there would have -been a total 
of 529,000 births. If age-specific fertility amor\g married 
# women had remained the same, births would have totaled 
4^45,00a- Actually, only 375,000 Ijiiiyths were recorded 
(provisional) In 1975 Thus, a total of 154,000 births 
were averted in 1975, of which 84,000 tnay be attributed 
to a lower percentage of women m<irried and 70,000 to 
lower fertility within marriage 

Cooperation in Family Flarining 

Increased contraceptive* use, facilitated by easily av<^l- 
able services and a widespread awareness of modern fami-^ 
ly planning methods, has been an important factor in 5n 
Lanka's rapid transition to lower fertility 

The family planning movegaent ^n ,Sri Lankan began 
follpwing a visit to the island in 1952 by Margaret Sanger 
ai^ Abraham Stone. The Family Planning AssociaticTn 
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and Abraham Stone, The Family Planning Association 
(FPA)*was founded irl 1953 and became a member of the 
tnternational Planned Pare-nthood Federation in 1954. At 
that time it established clinics ai;id offered services* mait^y 
in ColoiTibo and its suburbs 

\i\ 1958 the government e^f/e^^ed the family^ planning 
movement by accepting a Swedish government offer to 
establish pilot projects in comm\inity family planniT\g 
programs Swedish assistance, a major international input 
m the country s population ^ogram, has been in the 
Form of contraceptive supplies, technical assistance, clinic 
equipment and transportation In 1965 the goverjament 
incorporated family planning into the maternal and child 
health care services^fjjie Ministry of Health 

In 1973, following*^ a review by a United Nations 
interagency mission, the government of Sri Lanka and 
|(xe UN Fund for Population ^Activities signed a Joint 
Multidisciplinary Project Support Agreement Under this 
agreement, ^UNFPA is providing. assistance totaling $6 
milliori over a period of four years 

Also in 1973, Population Services International (PSI) 
introduced an experimental community-based distribu- 
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tion prqgram for distributionlof cfondoms in rural ^reas 
In 1975 the p/oject was transferred to IPPF and ^xpafnded 
to include the marketing of oraltontraceptiyes 
* ' I f ' ^ 

Reaching th^ Grass Roots ' 

Tgday the FPA carries on a wide ra^ge of projects de- 
. signed especially to reach the 'grass roots In cooperation 
with the Ministry of L^bor, the FPA' has established a 
»nvale sterilisation, clinic, which "operates .in conjunction 
with motivational ac^iviti'es in Vhe estate sector Thetfclmic 
,^ has been a great success Tfsfning.of medical and^para- 
medical personnel for family planning is also an impor- 
tant FPA t'asW Voluntary sterrlizalion, both male and 
female, has proved to be very- *acceptable" \n Sri Lanka, 
espe(^ially>^ with modern advances m surgical Jechniques 
^and the consequent reduction in the Jen^th "af^ho^itali- 
zation required fo|r+emale sterilization^ . ^ 

Sri Lanka thus provides a good example of an active 
private organization arjd an extensive government pro- 
gram workilig in cooperation to enqoura^e lower fertility. 
Social and economic conditions, "as well' as a demographic 
pattern that has helped reduce early marriage, have also^ 
contributed to hastening the demographic transition in 
Sri Lanka toward a more modern balance between low 
birthrates and low death rates. 

«ri Lanka Vital Statistics, 1946^1975 
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SouT€K Stil^nk« Oei^artinent of Ctnsuf k Statifticf . 
M975 frguret are preliminary. ' >• 
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Closing the fertility gap between rich and poor 
by making servttes fully available 

Ircipact opDS Family 
Planning Programs 
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A JTER decades t)f insistence that birth control was 
-^^not the business of the US government; in 1965 fed-* 
eraljnvolvement in family planning began with an $8,000 
antipoverty grant to a v Planned Parenthood program^ 
Corpus CKristi, Texas. 'That sm^ll ^nd tentative invest- 
. men't has since grown to more than $2p0 nlillion annual- 
ly* The bases of the federal program afe ofganized clinic 
sewces, which with federal support noW prt)vide modern 
* methods of contraceptioS to nearly four million patieijts. 
^Almost all are lo\y-incomeVwomen; the reftiainder ^re in- 
.dividuals who have experiJvced difficulties in bbl<iining 
contraception for si|ch« rea^ns as age; marital status or 
rffal residence. In fact, chipng the first half jof theJ9708, 
the US family planning program helped these ^omen to 
aypid more than one nAllion unintended' births. Aha- 
gcHier over the last decade, the program has helped reduce 
the traditional gap, in fertility b^twttp rich and poor by 
" * about one fourth. ^ » 



Developmeht of the US fatnily planning program was 
accelerated by Congressional enActmeRts in 1967 and 
1970, by the reporfs of a Presidential committee in 1968 
and^by the US Commission on Population Growth and 
the American Future in 1972.'T*he tat(bi\ale for*lhe pro- 
gram was based on the findings of .nafton wide fertility** 
studies in 1955 and I960, indicating that US couples of 
all socioeconomic ^aijd ethnic 'groups desired small to 
moderate-sized» families, approved of fertility regulatign, 
-and hacf tried to litnit their family' size with .one or an- 
.other contraceptive method. At the same tifne,^ however, 
the studies revealed significant proportion of. unwanted 
ariH mistirped births, particularly among lovy-income end 
poorly educated couples who relied disproportionately on 
the least effective, nonmedical methods of contraception. 
Accordingly, the fjn)ily pUnning program gave priority* 
to increasing the access^ of low-income individuals to con- 
traceptive sfejvice^. * ^ * * 



^ Program Assumptions r 

. Although some have argued that the basic problem is 
motivation, thai the poor want more children and are4not 
willing to plan reductions in fertility, US programs have 
been based on the primary need to assure low-incom^ 
faqplfes and individuals full availability of and access to 
family planning services. Thjs emphasis is b^sed on five 
spMecif ic assumptions: - ' 

(1) The major reason low-income people have relied "on * 
less effective nonmedical contrac^ives is because they 
have not had access to physicians who control the 
tribution of the more eff ectiye,medical%ethods. ' , 

-(2) If ^ Effective medical contraceptives were to be^llbade 
available and accessible, and if information about ^l^eii 
availability were widely disgeminateH, low-income people . 
would use them. W '• 

(3) . Greater use of effective contraceptives would lead ' 
to greater success \\ avoiding unintended pregnancies 

.and would be re^tertea in lower fertility rates. * n 

(4) A publi/ program could effectively increase avail- 
ability and accessibility for low- income p^ple by finance- 
ing expansion of the supply of contraceptive services 
through existing h^^lth institutions or, if necessary, by 
c|;eating new* agencies demoted primarily to delivery of 
family-planning services. • * 

^) Successful adoption of effective contraception by 
a significant proportion of low-income people would 
encourage other loW-incon\e, people to adopt^ modern 
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methods and vvotild be "more effective than exhortation 
in influencing motivation to regulate fertility. 

Program AccompUshm^ts 

These assumptions have proved well-founded. Certain- 
ly over the last decade the accomplishments of the fed- 
erally funded US program l^ave been notable. 

• Between ^966 and 1976 the numbef of people served 
by ' organized ' family planning clinics ^ increased from 
540,000 to 3,924,000— an increase of more than seven- 
fold. . ^' 




• In all years for whUh data on the socioecono;nic 
status of patients are available, clinic users were pre- 
dominantly of low- or itiargitial-income. 1975 nearly 
6 to 10 of all patients^wcfmbelow the official federal 
poverty index, 8 in 10 were below IV2 times the index, and 
9 in 10 were below 2 time? the index.. 

• An increasing number and proportion of clinic pa- 
tients are young women who seek effective contraceptive 

• services before the beginning of childbearing. Although 
in 1969 only one fifth were binder 20 years of age, by 
1975 the median patient age was 23; nearly one third 
were 19 years of age or younger, and nearly half had ' 
never borne a child. . ^ 

• The primary function of the clinics is to introduce 
contraception to many low and marginal-income women 
who have ne^er used it^a^td^-to*. upgrade the (Contraceptive 
practices of oth^*^. hi 1975 nearly half of new patients 

. used no method, or less effective metjiods, prior to clinic 
eruollment; after - enrollment, more th^n 8 in 10 ufeed 
piH% lUDs or Sterilization. The change was even mor-e 
dramatic for teenagers': Before enrollment, two thirds of 
adolescents used nothihgfor the less effective methods 
while after enrollrnent mofe than five out of six used flie 
' pill and thelUD. 

• In 1966 clinic services were provided by fewer than 
600 agencies and were concentrated in the. nation's- largest 
cities. Today family planning clinic services are provided 
ir^ about three fourths of the United States by more than 
3,100 different organizations— health departments, hos- ' 
pitals. Planned Parenthoofl affiliates and other agencies. 

• In addition to contra<;eptive services, fawrfly planning 
clinics provide a wide range of- preventive health services. 
In 1975 more than three million patients received Pap 
smears, breast and pelvic examinations, blood pressure 
checks, VD tests, urinalyses and blood tests. In ,^act, 
family planning clinics have become the cation's largest 
providers of preventive health services for low-and mar- 
ginal-income women of childbearing age, and for adoles- 
cents in all socioeconomic groups. This holds .true even 

\ though more thaa 7 out of 10 clinics that offer family^ 
planning services are specialized only or primarily in 
f amiRplanning services. 

^^he number, of new and continuing patieitt^ served 
by clihics comprised about one* third of the estimated 9.9 
Cnillion low and marginal-income wdlften at risk of un- * 
wanted pregnancy during 1975 It is estimated that an 
additional 20 percent, some of whojn had their services 
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^aid for by Medicaid and other publicly financed pro- 
grams, receiv^ed services f rpm private physicians 

Accessible Services— A Key Factor \ ' 

TKese operational measures of program achievement 
are sufficient to confirm most of the hypotheses on , 
*» which the program was based In other words, federal 
programs increased thi supply of effective contraceptive 
services by providing funds to health departments, Hos- 
pitals and other agencies for the deliver^ of tKese services. 
The services became mjjre accessible and available Thi$ 
led to substantially increased use bV low- and marginal- 
income ^Jlople and to mdfk*cl*upgrading of contraceptive 
practices among this segment of the population This 
could only have Kappert^ if the program's first liypoth- 
esis were also correct: The principal fertility control prob- 
lem experienced by low-income piQpple was lack of access 
to effective methods* 




In the last five years, a number of other studies have 
provided evidence supporting the conclusion that t^e 
program hJls^ a significant effect on low-income fertility. 
In 1972, based on National Fertility Study data, Norman 
Rydier and Charles Westoff showed that although there 
was a 36 percent decline in unwanted births among all 
US couples during the last half of the 1960s, the decline 
was 47 percent among the least educated and 56 percent 
among blacks— two subgroups that are disproportionately 
represented among the low- and marginal-income patients 
servei'by the program. Two years later, James Sweet used 
US Cenrsus Bureau data to show that the decline in US 
fer^tility dtiring the 1960s was most pronounced among 
blacks, Ameru:an Indians and Mexican-Americans. In 
1974 the author demonstrated that the fertility decline be-» 
tween the last half of the 1960s and 1971-72 was greater 
among the low- and marginal-income women from which 
the program's patients are drawn than among higher- 
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incomeSvomen Last year Robert Weller used data from 
three National Natality Surveys to demonstrate that th^ 
proportion of non'vvhite marital b*rths defined as un- 
wanted by the parents declined from 21 percent^n 1968 
to 10 percent in' 1^72 while tKe reduction among whites 
was from 12 to S percerit 

To provide 'a direct test of progrdra effects on low* 
income fertility, I^illip> Cutright and the author carried 
out a systematic national multivariate analysis with ex- 
tensive statistical controls using data for each US county 
on enrollment in family planning clinics m 1969 and the 
fertilifv 6f white and black women in various socioeco- 
nomic groups im 1Q70 We found a consistent pattern indi- 
cating that the higher the- proportion of low- afid mar- 
ginal-income women estimated to need family planning 
who are actually enroWed in clinics, the lower their fertil- 
ity. Independent of ojher social, economic and cultural 
fetors, sifetistically significant program effects on fertility 
were-sho^n for almost all subgroups of blacks and whifes 
in thejower spcioeconomic groups and teer>»gers of all 
economic groups from which the program's patients were 
dr^wn Thus, even at ap early stage in the growth of the 
US national family planning progpem, it had demonstra- 
ble effects on reductiori of fertility with the result that 
low and marginaUincom^ women and adolescents of all 
income groups were provided with access t9 mode*rr\, 
effective contraceptive methods that they would not 
otherwise have had 

Extrapolation of thest study /esults to 1975 suggests 
th^t iTie program succeeded in helping its patients avert 
more, than one /nillion unintended births and that, the 
saving to the government within the following year/f^-pm 
these averted births was irt excess of $1 billion. The ex- 
trapolation^^so suggests that a hypothetical, full/ imple- 
mented program serving all .who are estimated^ to be in 
need of. family planning services could ^o al long way 
toward reducing r^xna^ing fertility differentfl^s among 
^ocioeconomip'^l^ps m jthe United Spates • 

* FertiHll of (he Poor Declined Faster 

As the feble shows? #rtility in the United States for all 
women has declined markedly m the last decade But the 
fertifity rate of t^oor women (thosej^^ith .incomes belol^ 
125 percent of the poverty index) went down by 48.3 
births per 1,000 'women of reproductive "Sge, whereas the 
fertility of higher-mcome women dechned by 35 5 hitA\s 
per 1,000 To put it another way, the fertility of poor 
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women, today is approaching "that experienced by jnore 
affluent* women in the early 1960s. Poor women lag about 
a decade behind higher-income women in using cojtjtra-' 
oeptive services effectively 

U$ Fertility Declines, J 960-65 to 1973-75 
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1960-65 


1973-75 


Diftoence 


' Fertility rate, all) 
US women 


. 109.6 


68.9 


40.7 


Fertility rate, women 
under ^25% of 
pdVerty index 


152.5 


• /• 


483 


Fertility rate, wbmen 
over 125% of 
poverty index 


98.1 


^03.8 
'*62i6 


/ 

35.5 



A related study^by Michae^Hout showed how the 
proportion of lovy-incorg)^ women in need who are served 
by family planning clinics can be increased by deliberate 
policy actions Also u^ing multivariate analysis, Hout 
demonstrated that the most powerful factors determining 
how many of those in need' are actually enrolled in clinics 
are the number of agencies providing family planning 
services and the number of clinic locations at whicK the 
services are provided , In other words, the more possible 
opportunities there are for services, the higher the usef 
population. These variables are very sensitive to policy 
change as increased funding can relatively quickly induce 
more agencies to become providers and others to add new 
clinic locations. 

Family planning programs in the United States and 
developing countries have been subjected to more con- 
tinuous and more careful evaluation than any other large- 
scale social, educational or hea-kn interventioh. Why this 
should be so is not immediately self-evident, hut its main 
effect IS that family planning programs are called on to 
sustain a burden of proof significantly greater than other 
service prcfgr^ms ^ 

Family planning programs have genf?rally sustained 
that burden of proof The US 'evidence, gathered -from 
voluminoi^ operational and research data, shows that 
US programs have indeed accdftnplished a substantial part 
of wkat they ^ere created to acc6mplish. ' * 
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taking Family Planning Work 




In a number of developing/^untries, birth rates have fallen as rapjdly during Jthe last li^ape as they did \p 
f:^^ Europe and tbe UnivW States during the whole i^th century. As Wtftld Bank President McNamsra Jocument^ , 

• in a recent S|p;eech and as the figures on pp. 16-17 sho^, some^^evelopmg countries have experienced declines of 

f * more than 40 percent in less than 20 years. , ^ ^ 

- What Ms precipitated these 3rapid declines in fertility? What has caused a fall in birth rates, even in the United 

i^* States, that rs nnnich greater than previous rrational and, international projections? How have drga^iized family plan- ♦ 

\ ning programs contributed to reducii>g the fertihty of the 1950s7 * - , 

In this report, the Draper World Population Fund has reviewed the implact of family planning programs in six 
*^ areas— from Colombia to China, from the United States to Sri Lanka, from Maharashtra stafe fo Mauritius , 
' More different thati alike, these six areas include sm^ll islands and neaif continents, rich, pqpf, and intermediate 

^ ^ , . economies, democratic, totahtarian, and socialist governments, and most'of the world's races, religions and cultures. 

Most haye experienced some improvement in living standards, some increase in pe5 capita income, some gains in 
hteracy and opportunities for women. Most* have also seen inflation, unemployment and' population pressures 
threaten the quality of individual life evPrt^as the ^^regate quantitative measured of progress and prosperity have . 
apparently gained ' 

Impact of Family Planning Programs \ , 

In all of th^e countries, a key factor in dechning fertility has been organized family planning programs At'one 
extreme/in the ^K)ples' Republic of China a social and politrtal revolution has Occurred As a result, the goverij- 
ment's "birth planning" program is backed by pervasive social pressures for late marriage and small families as well 
as a tofal r^istribution of power and wealth At the other extreme, in Colpmbialhe government has kept hands off 
while the novate family planning association has built a national program reaching Jrom urban dums {o moury 
tain villages and using community-base^ workers to bring services and* supplies to their friends and neighbors In , 
the United States, a developed ^ountry 'with an already low birth rate, the federal government has Junded family 
planning services for low income families, with a resulting decline m the traditional gap between the iertihty 6f 
higher and lower income groups. In most countries, governni|;)i(s and private gr6ups havje worked together in serv- 
, ice and edutation programs But in every case, the number of workers and facilities, the amount of public concern 
and attentiqny the availability of supplies and per^onn&l to serve the population have been 4he overriding '^ements 
that have determined how many people practice family planning and raptdiy birth rates decline. 

Other factors— better health, education, housing, opportunities for women, and local community involveftient— • 
can encourage people to have smaller families, but these require long-term government programs and vast suqis of 
money Family planning programs, on. the other hand, have a direct impact. Yhey can be initiated rapidly and* re- 
quire only bmited resources f " 
- , - J* ^ w * * 

. Impactlof Private Voluntary Orgaiiizations^ 

In the family planning field/private voIp«fary'o?fe^izations« can have a direct impact, tbo, iiy stimulating ^and 
supporting tite kind of family planning programs that reStcJb the ^rass roots and ^in the support of ^he people as 
well as the political leaders. 

The private sector has led the way in pioneering such programs and in persuading governments to giv€? higher 
priority to the^ family planning heeds of their people These efforts are beginnifv to bear fru^t in the declining bi^4]> 
rates of many countries , ' 4^ f^' , ^ ' ■* ' 

^ But the problem is far from solved The number of young adults in the dej^^loping world in therr prime repro- ' 
duftive years will increase Jit least 20 percent by 1990. These potential pareiVts are already born-more than one bil- 
lion children^ now under 15 . Unless th'ey can be reached and helj^ to have smaller families than their parenfs did^ 
birth ral^ will remain dahgerously high. Governments have been reluctant to jnove into the fields of patamedical 
activity, sex education, effective mass media information and peer group efforts to reach the younger generation, 
the poorest of th^ poor, and the millions of remote villagers wh^jj^ely visit town ind city clinics. y 

This is when* the private sector must continue to lead the Way, building on past successes, proving that family 
Dlafming works when it really reaches the people, and generating th^ public support that is neefied to brings family^ 
^^lanning ({prcctly into every village and home. ^ < , 
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